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years later.
Methods: One hundred and eleven participants (64% male, mean age
30±8 years) one year following hamstring-tendon ACLR underwent
examination of knee structure (3T MRI), function (battery of hop tests
and one-leg rise test) and symptoms (Knee injury Osteoarthritis Out-
come Score [KOOS], with activities of daily living subscale excluded due
to large ceiling effect). Patellofemoral and tibiofemoral compartments
were assessed on MRI for BMLs, cartilage lesions and osteophytes by an
experienced musculoskeletal radiologist (AG) using the MRI Osteo-
arthritis Knee Score (MOAKS). Two years following baseline assessment
(ie. three years post-ACLR), participants free of further injury/surgery
since the primary ACLR (n¼98) were recontacted to complete the KOOS.
Multivariate regression analyses were used to evaluate whether com-
partment-speciﬁc MRI features or any functional test was associated
with three year KOOS outcome (adjusted for age, gender, BMI and
baseline KOOS score). Ninety-three of the 98 eligible participants (95%)
completed the KOOS at follow-up.
Results: Baseline patellofemoral BMLs, cartilage lesions and osteo-
phytes were observed in 20 (22%), 43 (46%), and 43 (46%) knees,
respectively. The corresponding rates of tibiofemoral MRI features were
29 (31%), 38 (41%), and 41 (44%). At baseline, 57 (61%) and 36 (39%) of
the 93 participants had a limb-symmetry index (LSI) 90% for the hop
for distance and side-hop test, respectively, while 54 (58%) performed
>22 one-leg rises (common cut-off). All KOOS subscale scores improved
from baseline to follow-up (improvement range: KOOS-Pain¼4 points
to KOOS-QOL¼11 points). The presence of a patellofemoral cartilage
lesion at baseline was the only MRI feature that predicted aworse KOOS
outcome at follow-up (all KOOS-subscales: b¼-0.2, p<0.01). Performing
<22 one-leg rises at baseline predicted KOOS-QOL score at follow-up
(b¼-0.2, p¼0.03). No other functional test predicted knee symptoms.
Conclusions: The presence of a cartilage lesion in the patellofemoral
compartment and a functional deﬁcit assessed with the one-leg rise test
have prognostic implications for symptomatic outcomes following
ACLR. The modiﬁable nature of the one-leg rise test suggests that
deﬁciencies in this functional task provide an attractive target for post-
operative rehabilitation. Given the association between patellofemoral
cartilage lesions and knee symptoms, rehabilitation programs post-
ACLR may also need to have a greater emphasis on the patellofemoral
joint.
515
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Purpose: Patellofemoral joint (PFJ) osteoarthritis (OA) is highly preva-
lent and a common source of symptoms in individuals with knee OA.
Biomechanical and rehabilitation treatments for PFJ and tibiofemoral
joint (TFJ) OA may differ, making the identiﬁcation of individuals with
PFJ OA from clinical exam and pain patterns important. Anterior knee
pain (AKP) and pain with stair climbing are widely believed to be
indicative of a PFJ disorder. However, we previously reported that they
have poor diagnostic utility to identify MRI-deﬁned PFJ OA in a large
cohort study of older individuals. Radiographic assessment using a
skyline view is the gold standard method to identify knees with PFJ OA.
Clinical exam measures in addition to pain location and with may
improve the ability to identify individuals with PFJ OA. The purpose of
this study was to externally validate our previous ﬁndings in a separate
cohort with PFJ OA deﬁned by plain radiography as the reference
standard and to explore the diagnostic utility of measures from the
clinical exam.
Methods: The Clinical Assessment of the Knee Study is a large pro-
spective study of knee pain in the general population in the United
Kingdom. Data was collected from 2002-2006 and subjects were >50
years of age with knee pain. The presence of PFJ crepitus during knee
ﬂexion and extension and pain with PFJ compression were assessed.
Subjects identiﬁed painful areas around their knee on a knee pain map,
which was used to deﬁne AKP. Subjects reported pain with stairs and
walking on level ground (its absence might rule in PFJ pathology) using
the WOMAC. Radiographs were used to deﬁne the compartment(s) ofthe knee affected by OA. Three views of the knee were obtained:
weight-bearing postero-anterior (PA) semiﬂexed, skyline and lateral
views. A Kellgren and Lawrence (KL) score was assigned to the PA and
skyline views. TFJ OA was deﬁned by a KL score 2 on the PA view and/
or the presence of deﬁnite osteophytes on the posterior tibia on the
lateral view. PFJ OA was deﬁned by a KL score 2 on the skyline view
and/or the presence of a deﬁnite superior and/or inferior osteophyte on
the patella on the lateral view. Knees were categorized as having no OA,
isolated PFJ OA, isolated TFJ OA and mixed OA. In knees with mixed OA,
we determinedwhich compartment had the greatest OA severity. Knees
with more severe PFJ OA were included in the isolated PFJ group (the
same was done for TFJ OA). If the severity of OAwas the same in the PFJ
and TFJ these knees were removed. We determined the sensitivity (Sn),
speciﬁcity (Sp), positive and negative predictive values (PPV and NPV),
and positive likelihood ratio (LRþ; Sn/1-Sp) for PFJ compression test, PFJ
crepitus, AKP, pain with stairs ( minimal), absence of pain with
walking on level ground ( minimal) and the combination of these
measures in identifying knees with PFJ OA from knees with TFJ OA or no
OA.
Results: 745 knees (one knee per person) were included in the study.
The mean (sd) age and bmi were 65.2 (8.6) and 29.6 (5.2), respectively;
55% were female. The prevalence of no OA, isolated PFJ OA, isolated TFJ
OA and mixed was 236 (32%), 178 (24%), 30 (4%) and 301 (40%),
respectively. Of 301 knees with mixed OA, 57 and 115 had more severe
PFJ and TFJ OA, respectively; 129 had the same severity. Nomeasure had
high Sn and Sp (see table). Painwith stairs had the greatest Sn (90%) but
poor Sp (15%). The combination of deﬁnite crepitus with no pain with
walking on level ground had the greatest Sp (96%), PPV (53%) and LRþ
(1.75) but poor Sn (7%). No test or combination of tests had a LRþ
greater than 2.
Conclusions: Among persons aged over 50 years with knee pain, typical
clinical exam ﬁndings and knee pain patterns that are commonly
thought to represent underlying PFJ pathology do not discriminate
knees with PFJ OA from knees without OA or TFJ OA.
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HIGHER BODY FAT CONTENT IS RELATED TO SYNOVIAL LEPTIN BUT
NOT TO SYNOVIAL EFFUSION IN SYMPTOMATIC KNEE
OSTEOARTHRITIS
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Purpose: Obesity and especially body fat content appears to play a role
in the development and especially in the progression of osteoarthritis
(OA). Leptin is an adipokine involved in body weight regulation and
